Results: Over a 2-month period (April-May 2014), there were 248 (25%) RA attendees of 1000 participants. Significant differences were observed between current, past and non-smokers in regard to age [mean (SD): 59. OR=2.193; p=0.025) and DMARD use (OR=2.376; p=0.010) were significantly associated with ever smoking while opioid use (OR=2.784, p=0.103 for ever smoking; OR=3.561, p=0.074 for current smoking) showed a statistical trend. Conclusions: Current, but also ever cigarette use, was associated with worse RA disease as indicated by the use of more drug categories, and more likely use of DMARDs to treat RA, and a trend to more pain and opioids. The combination of opioids and cigarettes may be a manifestation of a patient "chemical coping" strategy in RA patients.
FRI0116 A HIGH LEVEL OF CLINICAL RESPONSE BASED ON COMPOSITE INDICES IS ASSOCIATED WITH IMPROVED HEALTH-RELATED QUALITY OF LIFE: ANALYSES FROM A PHASE 3 CLINICAL TRIAL IN PATIENTS WITH RHEUMATOID ARTHRITIS
Background: Rheumatoid arthritis (RA) is a chronic disease associated with inflammatory activity and joint damage that result in disability, pain, and other impairments. The current recommendation is to assess disease activity based on composite indices with objective signs of inflammation (e.g. synovitis, acute phase reactants) and patient's assessment of disease activity. The patient's perception of disease impact and its treatment also facilitate shared decision-making about treatment. Objectives: To compare patient-reported outcomes (PROs) for RA patients who achieved low disease activity (LDA) or remission based upon the DAS28-ESR compared to those with moderate and high disease activity (MDA and HDA) in this post-hoc analysis of a randomized, double-blind phase 3 clinical trial, RA-BEAM 1 . Methods: 1305 patients were randomized to placebo (N=488), adalimumab (N=330) or baricitinib 4 mg (N=487). Patients with observed DAS28-ESR values at Week 24 (N=1,010) were divided into 4 disease activity groups: HDA (DAS28-ESR>5.1), MDA (3.2<DAS28-ESR≤5.1), LDA (2.6≤DAS28-ESR≤3.2), or remission (DAS28-ESR<2.6). Change from baseline to Week 24 were assessed for the pain visual analogue scale (VAS, 0-100 mm), Health Assessment Questionnaire-Disability Index (HAQ-DI) and SF-36 physical and mental component score (PCS and MCS) for the intent-to-treat (ITT) patients. Results: Patients with HDA and MDA at Week 24 had greater baseline pain and HAQ-DI scores and lower PCS and MCS scores than patients achieving LDA or remission at Week 24. Lower disease activity at Week 24 was associated with improvement in pain, HAQ-DI, SF-36 PCS and MCS at Week 24. Among patients who achieved remission, residual pain was observed, with close to 40% still experiencing some level of pain and 20% of patients in remission at Week 24 Table 1 . Improvement in disease activity is associated with improved PROs. had a residual pain score>20. Sensitivity analyses using other clinical measures (DAS28-CRP, SDAI, CDAI) to define disease activity confirmed the findings. Conclusions: Improving patient disease activity is associated with improved health-related quality of life. Patients who achieved remission had greater improvement in PROs but residual pain remained. Further research is needed to understand the treatment differences in the association between disease activity and PROs among different therapies. Background: With the introduction of biologic disease-modifying antirheumatic drugs (DMARDs) and the increase in the approved maximum dose of methotrexate in our country, the treatment of rheumatoid arthritis (RA) has advanced dramatically in the past 2 decades. Consequently, many patients were able to achieve clinical remission and low radiographic progression rates [1] [2] [3] . In view of these dramatic changes in RA treatment, we investigated whether the Japanese version of the Health Assessment Questionnaire (J-HAQ) improved chronologically due to improved treatment over time. (Term 3) and were within 2 years of disease onset were examined. For each patient in Term 3, one patient was extracted from Term 1 and Term 2 by matching the sex, age, and J-HAQ score. Among them, patients with J-HAQ >0.5 at study entry (baseline) were selected; the time to achieve J-HAQ remission (J-HAQ 0.5) and the J-HAQ remission rate at 3 years were analyzed. Multivariate analysis was performed to assess factors related to achieving J-HAQ remission. Results: In each term, 348 RA patients were extracted. At baseline, the average J-HAQ of all 1,044 patients was 0.52. Baseline characteristics of 408 patients with baseline J-HAQ >0.5 were as follows: female, 89.0%; mean age, 56.3 years; anti-cyclic citrullinated peptide (anti-CCP) antibody positivity, 78.0%; mean Disease Activity Score with 28-joint count (DAS28), 4.37; and mean J-HAQ, 1.11. The mean time from baseline to achieving J-HAQ remission became significantly shorter chronologically (Term 1: 2.2 years; Term 2: 1.8 years; Term 3: 1.7 years; p<0.005, Fig.1 ). J-HAQ remission rates significantly increased in both Term 2 (55.2%) and Term 3 (57.4%) compared with Term 1 (37.5%; p<0.005). The factors significantly related to achieving J-HAQ remission at 3 years were younger age (OR 1.02; 95% CI 1.00-1.04) and enrollment in Term 2 (OR 2.0; 95% CI 1.2-3.5) or Term 3 (OR 2.3; 95% CI 1.3-4.1) compared with enrollment in Term 1.
Conclusions:
Along with the improvement in RA treatment, patients were able to achieve J-HAQ remission more frequently and more quickly. 
